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NB: All referrals are triaged and children will be seen by the most appropriate professional – this may not be the person you have requested initially.


Childs Name:					Date of Birth:
Address:						NHS No:
					
Tel No’s:  Home:					Mobile:
Ethnicity:
Interpreter required Y/N (state which language)………..
Name of Parents/Carer/Guardian (with parental responsibility):
Do you currently buy in our traded services (MCH+): Yes / No
If yes, and the referral is not accepted under NHS criteria, do you want the child to be seen under your traded contract? Yes / No

		
Nursery/School:
Nursery/School address:

Nursery/School contact person:
Nursery/School/Tel no: 
Does the child have an EHCP? Yes/no
How would you describe the child’s learning abilities?
					
GP Name and address:
Consultants:
Health Visitor/School Nurse:

Safeguarding Information 
Child protection Plan:   					Y/N
Child in Need:  						Y/N
Known to Social Services disabilities team: 		Y/N
Looked After Child:  					Y/N

Any further info…………………………………………………………………………………..……
…………………………………………………………………………………………………………….
Named Social Worker:
Contact Details: 


Visual Impairment:         Y/N                Hearing Impairment:             Y/N
Other Services involved: …………………………………………………………..

Feeding and swallowing:

Do you have any feeding or swallowing concerns?		Yes / No	
If yes, please complete;		 Weight:			Height:
Date last weight / height taken:			
Age when weaned:					Current feeding method:
How long does it take for your child to eat a meal?
Have they had any chest infections?				Yes / No
If yes how many in the last 6 months?				


Input requested (if known):

Additional relevant questionnaires/reports/assessments must be attached for the referral to be accepted.

	ADHD nurse led service (age 6-11 only – secondary pupils to be referred to NELFT – Emotional and Wellbeing service)
	
	


	Community children’s nursing
	
	

	Community nursing form
	
	


	Continence service
	
	

	Dietetics
	
	

	Health Visiting                         
	
	

	Joint Feeding Clinic (Dietetics/Speech and Language Therapy)
	
	


	Learning disability nursing
	
	

	Occupational Therapy – pre-school
	
	


	Occupational Therapy – school aged (Physical Disability only on NHS)
	
	

	Paediatrician
	
	







	Parent education
	
	

	Physiotherapy
	
	

	Podiatry
	
	


	School Nursing
	
	

	Special school nursing
	
	

	Speech & Language form
	
	

	Speech and Language Therapy – pre-school
	
	


	Speech and Language Therapy – school aged
	
	

[bookmark: _MON_1589107029]

	Strengths and Difficulties questionnaires (parent and school –for correct age)
	
	




[bookmark: _MON_1589712041][bookmark: _MON_1589712067][bookmark: _MON_1589712099][bookmark: _MON_1589712152]


 
	What interventions have been tried and outcome:

	Intervention
	Outcome

	· 
	

	· 
	

	· 
	

	· 
	



	Has Early Help been initiated? 
	Yes/No

	If yes, please include minutes.




Reason for referral (How does this affect their daily lives?)
1.


2.


3.


4.  

Are parents in agreement with this referral:   Y/N  (if no we will be unable to proceed with the referral) 

Date of Referral: 					Referrer Name: 
Contact Details:  
Telephone No: 
(Please email back completed form to Medch.childrenscommunity@nhs.net)   
    
Medway Community Healthcare CIC providing services on behalf of the NHS
Registered office: MCH House, Bailey Drive, Gillingham, Kent ME8 0PZ
Tel: 01634 337593
Registered in England and Wales, Company number: 07275637



[image: My voice complete (2)][image: ]

[image: My voice complete (2)][image: ]Medway Community Healthcare CIC providing services on behalf of the NHS
Registered office: MCH House, Bailey Drive, Gillingham, Kent ME8 0PZ
Tel: 01634 337593
Registered in England and Wales, Company number: 07275637





SDQ Teacher  4-16.docx
[image: ]






[image: ]

image1.emf



image2.emf




image2.emf
Children's community  nursing.docx


8371F690.tmp
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When making a referral please take note of the following:

· Referrals will only be accepted from healthcare professionals

· Please ensure the child is sent home with a minimum of 1 week supplies

· We do not currently see children at weekends, they would need to go to Penguin Assessment unit

Referring centre







Consultant    ………………………..                      

Nurse specialist    …………………..            

Contact number………………



Diagnosis

Allergies

Current medication



Reason for referral eg post operative care, moved address etc (please state clearly)



If child is required to have monitoring, please state normal range:

· Heart rate

· Respiratory rate

· Blood pressure

[bookmark: _GoBack]Equipment/devices/supplies – please state specifics 
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Feeding Clinic Referral Form



		Concern

		Tick if Applies

		Comments (please give specific comments and/or examples)



		Any head injury if there are associated feeding difficulties.



		

		



		Genetic disorders where there are associated feeding difficulties.



		

		



		Neurological disorders where there are associated feeding difficulties.



		

		



		Feeding tube plus oral feeding.



		

		



		Feeding tube and non-oral feeding.



		

		



		Faltering growth (falling down centiles).



		

		



		Coughing/choking/watery eyes on feeding.



		

		



		Feeding difficulties and frequent chest infections.



		

		



		Feeding difficulties and weight loss.



		

		



		Restricted range of foods and concerns about growth or weight gain.



		

		



		Struggling to progress on to solid foods e.g. gagging on foods/difficulty chewing foods.

		

		



		Concerns about growth or weight gain.



		

		



		Poor appetite due to medication (ADHD).



		

		



		Severe dribbling that is not reducing past 18 months old.
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Children’s Therapy Team


Snapdragons Centre, Cliffe Road,

Strood, ME2 3FF


Tel 01634 333366

QUESTIONNAIRE FOR PRE SCHOOL CHILDREN

CHILD’S NAME: ………………………………………………  D.O.B: ………………………..


ADDRESS: ………………………………………………………………………………………

………………………………………………………………….  TEL: ……………………………


SCHOOL: ……………………………………………………... DATE:…………………………

GP: …………………………………………………………......


This form is looking at your child’s development as a whole. Complete as much as you can but if you feel a section it does not apply, please leave blank.  The more information you are able to give us, the better we can understand your child’s needs.

FAMILY BACKGROUND

Father’s name: ……………………………………………………………………………………

Mother’s name: ……………………………………………………………………………………


Who if anyone, in your family, has had any relevant family/medical history?  

………………………………………………………………………………………………………


Are there any family members who are left handed?  ………………………………………

When did you first notice your child was having problems?  ………………………………..

What are your concerns about your child? ……………………………………………………………………………………………………………………………………………………………

What other services have been involved with your child (list name, location and duration i.e.: Portage)?

………………………………………………………………

DEVELOPMENT HISTORY: If you are not sure when exactly they achieved these milestones (month) give estimation or answer yes or no


 When did your child:


Roll: ……  Sit alone ……Crawl :………  Pull to stand, on objects:……

Stand alone:……………………………  Walk:………………………………………

Describe your child (circle one in each pair):

Alert/quiet   passive/active   had good/irregular sleep patterns   Cried a lot, fussy irritable/was good,non-demanding   Liked/resisted being held   floppy/tense when held


When was your child: 

Toilet trained:  Daytime ……………………….. Night time …………………………

Drink from a cup independently ………………………………………………………

Use a spoon independently ……………………………………………………………

Use a knife and fork independently ……………………………………………………

Can your child put on and take off independently:


Shoes …………………………  Socks ……………………………  Trousers ……

Shirt ………………………….  T-shirt ……………………………  Buttons …………

Shoe laces …………………….  Buckles ………………………….  Zips ……………

Brushing teeth ……………………………..  Washing hands/face …………………

Other comments …………………………………………………………………………

HAND FUNCTION

Does your child show any hand dominance, if so which? …………………………………

Does your child change hands during activities? ……………………………………………

What do you think are your child’s strengths? …………………………………………………

………………………………………………………………………………………………………

GROSS MOTOR FUNCTION

Does your child have any problems moving around the house/ play outside (stairs, climbing on/ off furniture, cruising around furniture, running, playing, riding  ride on toys) You can circle or describe the problems seen above? ……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………… 

Sensory Checklist


Please put a tick in the space under a heading that best describes your child’s response to sensory experience.  Write N/A if you have not seen this behaviour.

Sensory Processing


(Regulation of responses to sensory stimulation)


		Sense

		Response to common sensory experiences.




		No concerns responds typically

		Avoids


Over responds

		Disregards Under responds

		Craves Seeks sensations

		Comments



		Touch

		Messy play 

		

		

		

		

		



		

		Sticky hands and painful experiences.

		

		

		

		

		



		

		Touch from others.

		

		

		

		

		



		

		Hair washing

		

		

		

		

		



		

		Brushing Teeth

		

		

		

		

		



		

		Showering

		

		

		

		

		



		

		Nail cutting

		

		

		

		

		



		Movement and balance

		When moved unexpectedly/


unexpected movement.

		

		

		

		

		



		

		Intense movement – swinging

- jumping


- spinning

- sliding


Lying on tummy


Lying on back


Being upsidedown

		

		

		

		

		



		Hearing

		Loud unexpected noise.

		

		

		

		

		



		

		Noisy places

		

		

		

		

		



		

		Loud general sounds

		

		

		

		

		



		Body position and muscles


Cont’d

		PE activities.

		

		

		

		

		



		

		Pulling, pushing, activities.

		

		

		

		

		



		

		Carrying heavy bags/objects.

		

		

		

		

		



		

		Climbing Stairs

		

		

		

		

		



		

		Deep Pressure 


· Cuddles


· Bumping

· crashing 

· rough play.

		

		

		

		

		



		Vision

		Bright or fluctuating light.

		

		

		

		

		



		

		Reaction to darkness

		

		

		

		

		



		

		Visual movement/


moving objects




		

		

		

		

		



		

		Flashing lights

		

		

		

		

		



		Sense

		Response to common sensory experiences.




		Not an issue responds typically

		Avoids Over responds

		Disregards Under responds

		Craves Seeks sensations

		Comments



		Smell

		Strong smells

		

		

		

		

		



		

		Sniff objects (doorknobs, toys, books, people).

		

		

		

		

		



		Taste

		Strong or unusual flavours e.g. spicy

		

		

		

		

		



		

		Cold food

		

		

		

		

		



		

		Hot food

		

		

		

		

		



		

		Textured Foods

		

		

		

		

		



		

		Soft foods


		

		

		

		

		



		

		Crunchy foods

		

		

		

		

		





		Sense

		Response to common sensory experiences. Does/can your child…….




		Usually

		Rarely



		Touch

		Tell the difference between items they are touching without seeing them.

		

		



		

		Aware when face needs wiping e.g chin or nose

		

		



		Internal Body works

		Identify area of body if it hurts.

		

		



		

		Know to remove sweater when hot, or to put on sweater if cold.

		

		



		

		Aware of need to use toilet

		

		



		

		Complains of headaches

		

		



		

		Seems constantly hungry repeatedly asking for snack

		

		



		Movement and balance

		Move to protect self when about to fall.

		

		



		

		Know when to stop with too much movement e.g. spinning before feeling dizzy/sick.

		

		



		Body position and muscles

		Position body correctly to carry out an activity (dressing, kicking a ball)

		

		



		

		Use the right force when grasping objects e.g. brushing hair, stroking a pet.

		

		



		Vision

		Locate a picture or symbol in a busy background e.g. ‘Where’s Wally.’

		

		



		

		Recognise an object regardless of its position in space (viewing from the front or top).

		

		



		Hearing

		Follow verbal instructions

		

		



		

		Focus on you voice in a noisy room?

		

		





Sensory Discrimination Abilities


(Distinguishing one sensation from another)


Sensory Based Motor Abilities


(Stabilising the body while moving or resting in response to sensory demands)


		Sense

		Response to common sensory experiences. Does/can your child…….




		Usually

		Rarely



		Motor Control

		Grasp and release objects successfully (cutting with scissors)

		

		



		

		Bend and straighten body joints smoothly e.g. knees, squatting 

		

		



		Balance

		Maintain balance while moving to different ground surface e.g. from smooth to uneven surface?

		

		



		

		Maintain balance on playground equipment (sitting on a swing, or walking on a balance beam)?

		

		



		Bilateral co-ordination

		Uses both sides of body together (using a rolling pin. Swimming and climbing)?

		

		



		

		Use one hand to assist other (pouring juice into a cup, drawing and cutting paper)?

		

		



		Unilateral co-ordination

		Reach out for an object?

		

		



		

		Handle a small object with preferred hand?

		

		



		Crossing midline

		Cross midline (reaching from 1 side of body to other without turning body)



		

		



		





Sensory Based Motor Abilities


(Planning and carrying out necessary moves to complete an activity)


		Sense

		Response to common sensory experiences. Does/can your child…….




		Usually

		Rarely



		Thinking, planning, and doing

		Think of an activity with several steps and carry it out i.e. organise an obstacle course, making a bed, dressing?

		

		



		Gross-motor

		Move around a crowded room without knocking into things or people.

		

		



		

		Mount and pedal a bike or move on scooter.

		

		



		Fine Motor

		Use tools easily (using scissors or cutlery)?

		

		



		

		Manage self-help tasks i.e. buttons, zips, shoelaces?

		

		



		Eye-motor skills

		Follow a moving object (ball or balloon) with eyes, in order to catch it?

		

		



		

		Focus on near and far e.g. from class board to desk work?

		

		



		Oro-motor skills and speech

		Eat and chew food, without excessive messiness?

		

		



		

		Speak clearly enough to be understood by most people?

		

		





SPEECH & LANGUAGE


Language(s) spoken at home:………………………………………………………….


Please tell us about your child’s communication at home (Does s/he understand instructions?
Approximately how many words does s/he use? Does s/he talk in sentences? Is their speech clear? How does your child play with others?)…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Thank you for your help with completing this form.



Please return to:
Childrens Therapy Team






Snapdragons Centre

Cliffe Road


Strood


ME2 3FF


Acknowledgements:


This questionnaire is based on various samples including:


The One Developed by Carole S Tranavil and


Pre-school Sense and Ayres Clinic in the USA
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Paediatrician additional information form

_________________________________________________________________________



(ALL SECTIONS MUST BE COMPLETED OTHERWISE REFERRAL MAY BE REJECTED)





		Child’s Name:                                                            

		Date of Birth:





		SEN Stage:

		







		Has the child been discussed at the ISR 

		[bookmark: _Hlt391888059][bookmark: _Hlt391888060]Yes/No  



		If yes you must attach minutes and any relevant reports including SALT and EP.







		 If not discussed at In School Review why is the health referral considered more appropriate? (must be completed)



		















		What are the child’s academic attainment levels: 



		· 



		· 



		· 



		· 









		Are they making adequate academic progress? 



		











		Please comment on their learning needs/approach and attitude to learning:



		











		In your view, does the child have any learning difficulties? 



		











		Please comment on the child’s social and emotional development:



		











		Any anxiety or behaviour indicative of anxiety or self-harming behaviour?: 



		













		Relationship with teachers and other adults in the school (including factors such as job share, previous schools attended, change of teachers etc): 



		













		Behaviours: 

(Please comment on behaviours observed in structured and unstructured times):	



		













		Strengths and special skills in any area:



		













		Any other relevant information? 

(eg motor skills, play, particular points of stress or anxiety)



		













		Are you aware of any safeguarding issues?

(e.g. domestic violence, alcohol/drug misuse)	



		











		What are the parents’ main concerns regarding their child?



		













		Other Family Information:



		













		Any other information or concern not covered:



		











Involvement with other Agencies:  (Please tick as appropriate)

		Educational Psychology Service

		

		Physical And Sensory Support

		

		Social Services

		



		Learning Support Service

		

		Emotional Wellbeing service

		

		Paediatrician

		



		Behaviour Support Service

		

		

		

		

		







PLEASE SEND AVAILABLE REPORTS



		

		SENCO/Headteacher                                          

		Parent/carer



		

Signature:

		

		



		

Name:

		

		



		

Date:

		

		







17/02/2017
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SDQ Teacher 3-4 - Nursery.docx
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Podiatry  Referral Form

		Age

		Concern

		Tick if Applies

		Comments (please give specific comments and/or examples)



		Any age



		Gait abnormalities

		

		



		

		Pain in lower limb/joints

		

		



		

		Increased number of falls



		

		



		

		Leg length discrepancy

		

		



		

		Cavoid foot shape



		

		



		

		Fixed foot posture e.g from trauma, clubfoot etc

		

		



		

		Hypotonia affecting the feet or causing pain

		

		



		

		Rheumatological disorders

		

		



		

		Family history of foot conditions resulting in pain



		

		



		

		[bookmark: _GoBack]Symptomatic Hallux abductus Varus

		

		



		

		Progressive deformity in the lower limb
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Speech and Language Therapy Pre-school

		Age

		Concern

		Tick if Applies

		Comments (please give specific comments and/or examples)



		Any age

		Any head injury if there are associated speech and language difficulties.

		

		



		

		Any hearing impairments which has a significant loss more than 60db (severe –profound).

		

		



		

		Sensory-neural hearing loss/cochlea implant.



		

		



		

		Cleft lip and/or palate.  Velopharyngeal dysfunction.



		

		



		

		Voice problems e.g. – husky / partial loss of voice.



		

		



		

		Genetic disorders where there are associated speech and language difficulties if not in line with cognition.

		

		



		

		Neurological disorders where there are associated speech and language difficulties if not in line with cognition.

		

		



		

		Any child that appears to have loss of established language or regresses with movement or function.

		

		



		2 years – 2 years,

5 months

		No response to name when called.



		

		



		

		Unable to share interest with others including non- verbally.



		

		



		

		Does not use other forms of communication such as pointing or gesture.

		

		



		

		Very limited and excessive repetitive play.



		

		



		2 years, 6 months – 3 years

		Understands / uses less than 50 words.



		

		



		

		Not able to follow 1 word instruction e.g. “Give mummy the ball” when there is a choice of 2 toys e.g. ball and teddy.



		

		



		

		Not starting to join 2 words together e.g. “teddy jumping”.



		

		



		

		Use of unusual nasal sounds and non-English sounds such as clicking.

		

		



		

		Using the wrong vowel sound in a word e.g.  “car” – “cer”, “cow”-“coow”.

		

		



		3 years – 4 years

		Not using new words and building a bigger vocabulary.



		

		



		

		Not joining 3 words together e.g. “big teddy jumping”.



		

		



		

		Not understanding or using action words e.g. washing/eating/

Jumping.



		

		



		

		Not being able to follow instructions with 2 key words e.g. “give apple to dolly” when there is an apple, cup, teddy and dolly.

		

		



		

		Any child presenting with stammer/dysfluency.



		

		



		

		Very limited sound system e.g. 5 sounds or uses /d/ sounds for all words.



		

		



		

		Unable to copy a sound when modelled e.g. /p/, /b/.



		

		



		

		Parents do not understand the child. 



		

		



		

		Missing sounds at the beginning of words e.g. “car” – “ar”.



		

		



		

		Missing sounds at the ends of words e.g. “bed” – “be”.



		

		



		

		Producing the same word in different ways e.g. “elephant” –“elfant”, “efant”, “elegant”.





		

		



		

		Says quiet sounds (voiceless sounds) as loud sounds (voiced sounds) e.g. “car” – “gar”, “tea” – “dea”.

		

		



		

		Unable to engage in a brief conversation based on what the child wants.
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School Age Language Checklist (Quick Observation Tool).docx
Quick Observation Based Assessment: 

Speech, Language & Communication Skills



FOR ANY ITEMS YOU HAVE TICKED “NO”, PLEASE ADD COMMENTS. 



		Name:

		Age:

		Date:



		Practitioner:

		Year Group:

		Review date:



		AREA OF LANGUAGE

		YES

		NO

		COMMENTS



		[image: ]          Attention & Listening



		1. Does he/she demonstrate appropriate attention and listening skills during:

· Individual work with adult or peer

· Small group work

· Whole class work

		

		









		



		2. Does he/she ask for clarification?



		

		

		



		3. Does he/she respond appropriately to instructions during:

· Small group work

· Whole class situations

		

		







		



		4. Does he/she respond appropriately to:

· Instructions

· Questions

· Stories

· Discussions/general conversations

		

		









		



		[image: ]          Understanding the Meaning of Words





		5. Does he/she understand and use a range of vocabulary, i.e. nouns, verbs, adjectives?

		

		



		



		6. Is he/she able to learn and use new vocabulary appropriately?

		

		



		



		7. Is he/she able to understand and use abstract concepts?

		

		



		



		8. Does he/she respond appropriately to questions?



		

		

		



		9. Is he/she able to define familiar words?



		

		

		



		[image: ]          Structure & Rules:

          Syntax



		10. Is he/she able to construct sentences using appropriate grammar (e.g. pronouns, tenses, conjunctions)?

		

		







		



		11. Does he/she use the correct word order when constructing sentences?

		

		





		





		12. Does he/she respond appropriately to:

· Instructions

· Stories

		

		







		








		AREA OF LANGUAGE

		YES

		NO

		COMMENTS



		[image: ]          Structure & Rules:

          Phonology



		12. Is he/she intelligible?

		

		



		



		13. Is he/she substituting sounds persistently, e.g. using ‘t’ for ‘k’?

		

		





		



		14. Is he/she experiencing difficulties acquiring phonological awareness skills during literacy?

		

		





		



		[image: ]          Social Communication Skills 





		15. Does the pupil use his/her language skills for a number of reasons, e.g. to request, to comment, to greet, to suggest, to negotiate?

		

		







		



		16. Is he/she able to initiate and continue a conversation?



		

		

		



		17. Is he/she able to terminate a conversation appropriately?

		

		





		



		18. Does he/she take turns in a conversation?

		

		



		



		19. Does he/she stay on topic?

		

		



		



		20. Does he/she use appropriate eye contact?



		

		

		



		21. Does he/she understand and use non-verbal means of communication, e.g. facial expressions, gesture?

		

		



		



		22. Does he/she provide the listener with sufficient information to understand?

		

		



		



		23. Does he/she respond appropriately to ambiguous language, such as metaphors, similes or jokes?

		

		



		



		[image: ]         Working Auditory Memory Skills





		24. Does he/she remember what has been said within:

· Instructions

· Stories

		

		





		



		25. Does he/she repeat him/herself when using language, for instance when giving news or telling a story?

		

		

		



		[image: ]          Speech 





		26. Is he/she able to produce speech sounds accurately?



		

		



		



		[image: MC900434667[1]]          Thinking Skills 





		27. Does he/she use his/her language skills for complex functions, e.g. to reason, to predict, to make inferences?



		

		



		



		28. Is he/she able to use language to imagine?



		

		

		



		29. Does he/she express feelings in words?



		

		

		







Language for Learning 
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Speech Checklist

Please tick any process which you have noticed in the child’s speech and provide examples. 

Include with full referral form.



NAME:                                                                   D.o.B: 

		Tick

		Process



		

		Voicing - Produces a quiet sound as a loud sounds

e.g. /p/ as /b/ - pig is produced as ‘big’ ; /t/ as /d/ - two is produced as ‘do’.



		

		Please provide examples: 





		



		Fronting - Produces back sounds as front sounds

e.g. /k/ as /t/ - car is produced as ‘tar’ or ‘dar’; /g/ as /d/ e.g. gate is produced as ‘date’.



		

		Please provide examples: 





		

		Stopping – Produces long sounds as short sounds

e.g.  /s/ as /d/ - sock is produced as ‘dock’; /f/ as /b/  e.g. fish is produced as ‘bish’



		

		Please provide examples: 





		

		Weak syllable deletion – Shortens words

e.g. tomato is produced as ‘mato’; computer is produced as ‘puter’



		

		Please provide examples: 





		

		Backing – Produces front sounds as back sounds

e.g. /t/ as /k/  - two is produced as ‘ku’ or ‘gu’; sun is produced as ‘gun’ 



		

		Please provide examples: 





		

		Initial consonant deletion- Omits the initial sound in words

e.g. cheese produces as ‘eese’ and dog produced as ‘og’



		

		Please provide examples: 





		

		Final consonant deletion – Omits the final sound in words

e.g. cat produced as ‘ca’ and cup produced as ‘cu’



		

		Please provide examples: 





		

		Cluster/blend reduction – Omitting one of the consonants within a cluster/blend

e.g. snow produced as ‘no’; flower produces as ‘lower’; blue produced as ‘bu’



		

		Please provide examples:





		

		Other

Please provide any other examples of errors:









		Intelligibility in conversation



		

		Unintelligible to all listeners



		

		Unintelligible to unfamiliar listeners



		

		Intelligible in context (when listener is aware of topic)



		

		Intelligible most of the time
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